showed contrast enhancement [ Figure 1d ]. We ligated STA proximal and distal to the lesion, followed by complete excision of it [ Figure 2a and b]. Histopathologic study confirmed it as a case of pseudoaneurysm. Postoperative image after 15 days of surgery showing healthy scar and no skin necrosis [ Figure 1b ].
The first reported case of a temporal artery aneurysm was by Thomas Bartholin in 1740. [3] Sporting injuries, temporomandibular joint surgeries, hair transplantation, and neurosurgical procedures have been implicated in its etiology. A true aneurysm is the one that involves all three layers of arterial wall (intima, media, and adventitia), whereas a false or pseudoaneurysm has a pseudocapsule consisting of mucopolysaccharide-rich connective tissue. It develops as a result of complete or incomplete disruption of arterial intima, followed by hematoma formation which is contained by the surrounding tissues. Gradually, a fibrous pseudocapsule consisting of mucopolysaccharide-rich connective tissue surrounds the hematoma. Further, hematoma gets lysed by circulating leukocyte, with eventual formation of a sac communicating with the artery. Successful endovascular obliteration of the STA aneurysm has been reported. However, ligation of the afferent and efferent vessels, with excision of the aneurysm, under local or general anesthesia, remains the treatment of choice. End-to-end Access this article online Quick Response Code:
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Management of giant symptomatic frontal arachnoid cyst with corpus callosum agenesis in an adult resembling interhemispheric arachnoid cyst
Sir, Symptomatic interhemispheric arachnoid cysts are extremely rare lesions seen more frequently in the elderly. Literature shows that an interhemispheric arachnoid cyst in an adult is never associated with corpus callosum agenesis. We describe an interesting case of giant left frontal arachnoid cyst in an adult female patient with corpus callosum agenesis which mimicked as an interhemispheric arachnoid cyst due to its huge size.
A 36-year-old female patient presented with severe intractable headache along with right side hemiparesis for 10 days. Patient was drowsy with signs of increased intracranial pressure in the form of bilateral papilledema and left side abducens palsy. CT scan showed a large hypodense lesion in left frontal region with mass effect [ Figure 1 ]. MRI features were of a large, T1 hypointense, T2 hyperintense smooth-bordered, well-defined, oval lesion in left frontal region with ipsilateral ventricular effacement and midline shift. There was no contrast enhancement and diffusion studies showed no restriction suggesting the lesion to be an arachnoid cyst [ Figure 2 ]. Sagittal images showed agenesis of corpus callosum and the cyst extending up to the roof of third ventricle [ Figure 3 ]. Left frontal craniotomy and complete excision of the lesion was done along with its wall. Patient became fully conscious with alleviation of headache and other neurological deficits within 2 days post-operatively. Histologic examination of the wall of cyst showed meningothelial cells confirming the diagnosis as arachnoid cyst [ Figure 4 ].
Arachnoid cysts are rare congenital lesions accounting for only 1% of intracranial lesions. Most of them are asymptomatic and found incidentally. Nearly 70% of them are found in or around sylvian region, cerebellopontine angle, or suprasellar region. Interhemispheric location is rare and till now 14 cases of symptomatic arachnoid cysts in adult have been described in the literature. [1] [2] [3] [4] [5] These types of arachnoid cysts are commoner in children and are associated with corpus callosum agenesis. Differential diagnosis includes interhemispheric neuroepithelial cysts, ependymal cysts, and colloid cysts. Interhemispheric arachnoid cyst arises from the arachnoid space between two cerebral hemispheres when the corpus callosum is present. Literature has mentioned that interhemispheric cyst without agenesis of the corpus callosum in an adult is an arachnoid cyst. [6] Our case was a giant arachnoid cyst in left side frontal region with no intervening brain tissue between the lesion and the midline. Such a picture confirms the interhemispheric nature of the lesion.
Various surgical approaches can be used to manage the giant arachnoid cyst as our case such as open microsurgical excision, endoscopic fenestration, and cystoperitoneal shunt. In view of acuteness and severity of neurological deficits in our patient, we decided to go for emergency open microsurgical excision which also provided quick relief of signs and symptoms. Successful cystoperitoneal shunting for symptomatic arachnoid cyst has also been described in the literature, but it would have decreased the size of such a giant cyst in the present case over a period of time.
Symptomatic giant arachnoid cysts in adults are rare and needs to be differentiated from other cystic lesions as well as the interhemispheric variety when located in parasagittal region histologically. Our case was significant in that it was associated rare corpus callosal agenesis with symptoms and signs of impending herniation which promted us to do an emergency decompressive excision of the cyst.
